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There seems to exist to-day very little difference of 
opinion among surgeons as to the proper operative procedure 
for the radical cure of ingilinal hernia. With very few excep¬ 
tions, the method of Bassini is generally used. Some surgeons, 
not many, are inclined to favor the Kocher operation, claiming 
that equally good results can be obtained by it, and that the 
method from a technical point of view is more simple. If this 
is so, it would seem that some other factor must influence sur¬ 
geons in their choice,' and I think the same is nothing more or 
less than the conviction that the Bassini method rests upon 
sounder and more rational anatomical and mechanical princi¬ 
ples than the others. As we all know, the conditions to be ful¬ 
filled are the exact closure of the internal opening of the 
inguinal canal, and the easy approximation of tissues to accom¬ 
plish this purpose. When we speak of closure of the internal 
ring, we naturally have in mind the artificial production of a 
firm, thick layer of tissues, resisting the pressure of the intra¬ 
abdominal viscera, as it is obtained by the suture of the movable 
edge of the internal oblique, and perhaps transversalis muscle 
to Poupart’s ligament. Great stress has often been laid upon 
the avoidance of a funnel-shaped projection of peritoneum at 
the site of the internal opening, both in inguinal and femoral 
hernia. While I can fully appreciate its importance as a factor 
in favoring recurrence after radical operation, when the tissues 
underlying the peritoneum are also funnel-shaped at that point, 

I have never really understood what it mattered whether high 
or low ligation of the sac was practised, the sac removed, or 
replaced within the abdominal cavity as a pad, as long as a 
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firm layer of tissue was placed at the site of the internal opening 
of the canal with its inner surface in the same plane as the inner 
surface of the abdominal wall. 

Does the history of radical cure of femoral hernia during 
the past ten or fifteen years teach us that similar considerations 
have led surgeons in the choice of the methods employed? I do 
not think so. Let us consider for a few moments the operations 
that have been in vogue for the cure of femoral hernia during 
this time. According to Bacon, who has written an excellent 
and exhaustive article on the subject, an operation was under¬ 
taken by Dr. Jameson, of Baltimore, in 1828, during the course 
of which he transplanted the free border of a skin-flap into the 
external femoral opening, suturing the skin over the same. 
Dr. Jameson claims to have achieved a permanent result by 
this procedure. I11 the seventies and eighties of eighteen hun¬ 
dred, operations for reducible femoral hernia were rarely 
undertaken, and then the surgeon was content to ligate and 
remove the sac and to suture the skin incision. Socin, in 1879, 
speaks of six cases which were apparently permanently cured 
in this manner. Ileidenthallcr, in 1890, after a thorough sur¬ 
vey of the literature, asserts that recurrence is rarer in cases 
in which no attempt has been made to close the saphenous open¬ 
ing bv sutures than in the cases in which this has been done, 
although, on the other hand, the unsutured cases recur sooner 
than those in which a suture has been applied. Bassini pub¬ 
lished his method in 1894. It is to my knowledge the first 
systematic attempt to add to simple ligation and removal of 
the sac also closure of the femoral canal. As I understand 
Bassini’s operation, it consists in bringing the superior cornu 
of the falciform border and that part of Poupart’s ligament 
lying behind it into contact with the pectineal fascia by three 
sutures beginning immediately to the outside of the pubic spine. 
Three or four additional sutures unite the falciform border in 
its vertical portion with the corresponding parts of the pectineal 
fascia, leaving only sufficient space for the entrance of the 
saphena magna beneath the lowest suture, I have no personal 
experience with this method, it never having appealed to me, 
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as it practically only closes the external femoral ring. • The 
same I think can be said of the various forms of the purse¬ 
string suture, which, if anything, only creates greater tension. 
Coiey has lately reported sixty-six operations, in fifty of which 
the purse-string suture was used and in sixteen the method of 
Bassini. Of these he has been able to trace all but eight cases, 
It is regrettable that Coley does not elaborate his statistics 
further, telling us whether or not these eight cases belong 
to his earlier operations, and which of the two methods were 
employed in each of them. The larger number of his traced 
cases were operated upon during the last three years, a time¬ 
limit which does not warrant very definite conclusions as to 
ultimate results. I have previously alluded to the statistics of 
Heidenthaller, who has shown that femoral hernia:, in which 
the external femoral opening has been sutured, recur very late, 
on an average after two years. 

Fabricius published a new method in 1895. It is a distinct 
advance over the purse-string or interrupted suture of mainly 
the external femoral opening as heretofore practised. Fabricius 
evidently appreciates the difficulties of approximating inelastic 
tissues by the aid of sutures. lie therefore seeks to obliterate 
the opening at the internal femoral ring by dividing the supe¬ 
rior cornu and even the fibres of Poupart’s ligament, which 
are attached to the pubic spine to such an extent that all 
tension is relieved and the parts can be easily sutured to Coop¬ 
er’s ligament. Half a dozen sutures are employed for this pur¬ 
pose. In his article, Fabricius speaks of an operation for 
femoral hernia by Weinlcchncr, in which that surgeon suc¬ 
ceeded in closing the femoral canal, but found at the expiration 
of eight months a bulging at the site of the external inguinal 
opening, and he, therefore, concludes that it would be wise, as 
a final step of his own operation, to close the latter in women, 
and to reduce its lumen by drawing together the two pillars 
of the ring with two or three sutures in men. 

In 1896, Tuffier published his method of radical cure. He 
makes an incision parallel to Poupart’s ligament, cutting 
through the aponeurosis of the external oblique. He then 
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works down upon the neck of the sac between PoUpart’s liga¬ 
ment and the internal oblique, liberating it from the surround¬ 
ing subperitoneal tissue. This step is a distinct, innovation in 
the operation for femoral hernia. ■ The incision above Poupart’s 
ligament greatly facilitates further operative measures in cases 
of strangulation. It enables the surgeon to approach the seat 
of trouble from above, a decided advantage when intestinal 
gangrene has set in. In such' cases Tuffier divides Poupart’s 
ligament, cutting from without inward, thus insuring greater 
safety during the further manipulations, with a view' to pre¬ 
vention of general peritoneal infection. Tuffier further men¬ 
tions the fact that Poupart’s ligament can be much more readily 
sutured to the pectineal fascia after it has been cut, although 
he does not recommend its division as a routine practice. 
Suturing Poupart’s ligament to the pectineal fascia from above 
through the original incision in the aponeurosis is the last step 
of Tufficr’s operation for radical cure, whether Poupart’s liga¬ 
ment has been divided or not. It is rather curious that Tuffier 
should not have thought of suturing the tissues on the upper 
side of his incision (the fibres of the internal oblique and trans- 
versalis muscle) to Cooper’s ligament, more especially as the 
operation of Bassini for inguinal hernia, based on similar ana¬ 
tomical considerations, was well known to surgeons at the time, 
and generally accepted. 

Lotheissen was evidently the first to apply the principle 
of closure of the internal opening in Bassini’s operation for 
inguinal hernia to the radical cure of femoral hernia. In May, 
1898, he published a method, the principal steps of which were 
in succession. 

1. A11 incision parallel to Poupart’s ligament and a little 
above the same, dividing the fibres of the external oblique. 
This incision extends into the external inguinal ring. 

2. Exposure of the neck of the sac by entering between 
Poupart’s ligament and the internal oblique muscle. , 

3. Dislocation of the sac by pulling the same, if small, into 

the opening above Poupart’s ligament. ■ ■ ; 

4. In large hernia:, dissection of the skin at the lower, edge 
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of the original incision, exposure of the external surface of the 
sac, incision and reduction of its contents into the- abdominal 
cavity, deligation and removal of the sac, and finally dislocation 
of the stump of the sac in the manner previously described for 
small hernise. 

5. Suture of the edge of the transversalis and internal 
oblique muscles to Cooper’s ligament. 

6. Suture of the incisions in the aponeurosis and the skin 
separately. 

Shortly after Lotheissen's publication, I had occasion to 
operate upon a middle-aged woman with a femoral hernia of 
moderate size, at St. Francis’s Hospital, in which I employed 
the method. The patient did very well, and the immediate 
result of the operation was excellent. I am sorry to say that 
my attempts at the present time to trace her have been un¬ 
successful. As the operation seemed to me somewhat more 
difficult than the method of Salzer, which I had used in a few 
cases, I again abandoned it in favor of the latter. Salzer’s 
operation consists mainly in plugging the femoral canal with 
a flap from the pectineal fascia, having its base upward. This 
flap; which I have generally made to include a layer of muscular 
tissue from the pectineus itself and which in persons who have 
worn a truss is quite firm, is turned upward and sewed to Pou- 
part’s ligament. I have done this operation ten times during 
the past four or five years. 

It is important to remove the loose cellular tissue lying 
within the femoral canal and on the pectineus muscle before 
defining the flap with a knife. This step, according to Salzer, 
insures firmer union of the reflected flap. It lengthens the 
operation somewhat and, as I now believe, reduces it to a pro¬ 
cedure of about the same dignity as the Lotheissen operation. 
I must express my envy and admiration of those surgeons 
who are able to trace so many of their patients years after 
operation, and apologize for my own shortcomings in this 
direction. Only two of the ten patients mentioned have 
responded to my written invitation to present themselves for 
examination. They were a woman of thirty-four, operated 
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upon in May, 1902, with a right reducible femoral hernia, who 
has worn no truss since, and in whom there is no recurrence, 
and another woman, fifty years old, with a double femoral 
hernia, the left having been irreducible for several years, and 
about the size of a fist, who was operated upon in April, 1902, 
and also has not worn a truss. There is no recurrence on either 
side. 

Last fall my attention was again directed to the Lotheissen 
procedure by an article, in the Centralblatt fitr Chirurgie, by 
Gilli. The author tells us that the operation has become the 
typical one for femoral hernia at von Hacker’s clinic since 
Lotheissen’s first publication, and that the results which have 
been obtained with the same are very good. The special object 
of his publication, however, is the recommendation to divide 
Poupart’s ligament after incision of the aponeurosis of the 
external oblique in cases of strangulation. Gilli is evidently 
not aware of Tufficr’s recommendation in this regard pre¬ 
viously mentioned. In November of last year, shortly after 
noticing the above-mentioned article, I had occasion to operate 
on an incarcerated femoral hernia of very large size, containing 
adherent omentum and a large knuckle of small intestine very 
much discolored. I resorted to Lotheissen’s operation with 
division of Poupart’s ligament immediately over the neck of the 
sac, cutting from without inward. I was very much impressed 
with the truth of the contention, that operating in this way 
facilitates division of the constricting ring and permits of an 
exposure of the contents of the sac without passing through 
possibly infected tissues before opening the general peritoneal 
cavity. The five other cases of femoral hernia on which I have 
operated during the past four months were all in women, and 
included one irreducible and four reducible hernia:. In none 
of them was I obliged to divide Poupart’s ligament, for the 
sac could always be drawn out beneath it, in an upward direc¬ 
tion, when the femoral vein had been exposed and pulled aside 
with the aid of a blunt retractor. In the case of irreducible 
hernia I was obliged to expose the sac from its crural aspect, 
to resect a considerable portion of adherent omentum, to ligate 
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the sac, and to push back the stttmp beneath Poupart’s ligament, 
so as to bring it out iii the original incision. The suturing of 
the internal oblique and transversalis muscle to Cooper’s liga¬ 
ment never gave me any trouble, although' the latter lies deep 
in the wound. 

The method, I think, should find more favor among sur¬ 
geons than has hitherto been the case, to judge from personal 
communications. It was made the subject of a classical essay 
some years ago by Bacon, who, however, calls it Gordon’s 
operation. Gordon’s first publication on the subject appeared 
in the British Medical Journal in 1900. He describes an opera¬ 
tion which resembles Lotheissen’s in all essential particulars, 
the only difference being the continuation downward over the 
hernia of the inner end of the original skin-incision, which 
more fully exposes the sac from its crural aspect. The opera¬ 
tion was again described by Parry in 1901. No mention is 
here made of Lotheissen’s publication, not even of Gordon’s, 
whose communication appeared in the same journal. Parry 
makes a curved incision through the skin with its convexity 
downward from a point a little external to the pubic spine to 
the middle of Poupart’s ligament. He separates and opens the 
sac below the ligament, but he does not remove it unless it is 
small and its walls are thin and torn. On the contrary, after 
a further incision through the aponeurosis, he doubles up the 
sac and fixes it with a suture beneath the abdominal wall. 

The essential feature, however, of the operation, as in the 
others mentioned, is the attachment of the internal oblique and 
transversalis muscle to Cooper’s ligament. From what has 
been said, it would appear that the individual steps of this 
operation may be executed in different ways. I think the best 
incision is the one parallel to Poupart’s ligament and about a 
quarter of an inch above it. In reducible hernia: it seems to 
me entirely unnecessary to expose the sac from its crural aspect, 
in order to dissect out all the fat, loose connective tissue apd 
lymphatics from the femoral canal, and to positively identify 
the femoral vein. The identification of the latter can be just 
as easily accomplished from the incision into the aponeurosis, 
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whereby much time is saved. While thorough cleaning out 
of the femoral canal, as above indicated, will no doubt some¬ 
what facilitate the later application of sutures through the 
incision into the aponeurosis, this is distinctly an anatomical 
proposition. The surgical point of view, so often lost sight 
of, is a different one. Is this slight advantage commensurate 
with the disadvantage of a longer operation and of a larger 
wound surface? I do not think so in small hernia;, in fact, in 
all hernia;, in which the hernial sac can be easily delivered 
through the incision in the aponeurosis. In large, non-strangu- 
Iated hernia; it will be more advisable to begin the operation 
by exposing the sac where it emerges from the saphenous 
opening. In dealing with strangulated femoral herniae of 
whatever size, after incising the aponeurosis and exposing the 
neck of the sac, I should always hereafter divide Poupart’s liga¬ 
ment, entering the sac or even the general peritoneal cavity im¬ 
mediately above the hernia. I frankly confess that I have often 
felt dissatisfied with my subsequent work on having opened 
a gangrenous femoral hernia from below. Dividing the con¬ 
striction from within in an outward direction is a procedure 
which should be relegated to the past, and cross-section of 
Poupart’s ligament from without, cutting down upon the neck 
of the sac, is much more satisfactory when it starts from a 
previous incision into the aponeurosis of the external oblique. 
I11 my own case of strangulation, mentioned above, I did not 
attempt to reunite the cut ends of Poupart’s ligament, fearing 
too much tension. I fastened the ligament, however, with 
several stitches to the internal oblique muscle, after the latter 
had been sewed to Cooper’s ligament. 

In closing, I naturally disclaim any desire to formulate 
conclusions as to the ultimate results of the Lotheissen opera¬ 
tion from my personal experience. The only case upon which 
I could base the same is the one operated upon about five years 
ago, and this case I have been unable to trace. The other six 
have been operated upon during the past four months only. 
However, quite a large number of cases have been published 
by other surgeons at this time, and I fail to find any recurrences 
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mentioned. This is not absolute proof, but it speaks well for 
the method. When we remember that most femoral hernite 
can be radically cured by simple ligation and removal of the 
sac, that some of them recur even five years after operation 
(Schede), we must concede the difficulty of compiling satis¬ 
factory statistics on tliis subject, as the question at issue only 
involves a small percentage of all the cases operated on. We 
should, therefore, give preference to methods of procedure 
which are based on the best anatomical and mechanical princi¬ 
ples, when the latter so wholly govern the problem to be solved. 
I am of opinion that the Lotheissen-Gordon method more thor¬ 
oughly meets these requirements than any other. 
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